Introduction
There is considerable demand for interventions proven as effective in child welfare (Axford, & Morpeth, 2013; Carr, 2009) . Evaluation studies are meant to provide knowledge about and insight into the effects and effectiveness of interventions, and they can do so via various research methods and with differing degrees of certainty (Veerman & van Yperen, 2007) (De Melo & Alarcão, 2011; Krasiejko, 2011; Marsh et al., 2006; McCartt Hess, et al., 2000; Sousa & Rodrigues, 2012; Thoburn et al., 2013) .
For intensive home-based programmes that are accredited in the Dutch database of effective interventions (Netherlands Youth Institute, 2014) , the following characteristics have been identified as common to best-practice:
• Parenting-related support in the family's home, with a contact frequency of at least once a week, aimed at multiple areas of life;
• establishment of a needs-led care plan, with participation and empowerment of the family members as guiding principles;
• a systemic focus on the family as a whole, and the social learning theory driven improvement of parenting skills, child behaviour, and involvement of the social network; and
• professional training and regularly performed supervision of care workers to enhance program integrity and advance collaborative work (Van der Steege, 2007, p. 34) .
The conclusions of a recent Dutch meta-analysis on programmes for families with multiple problems, conducted by Holwerda, Reijneveld and Jansen's (2014) , overlap with these findings. Additionally they mention the two characteristics of a relatively low caseload of 5-10 families per full-time professional and the provision of support also in material/financial matters.
The above components can be identified by comparing components that are common to effective or promising programmes. However, a lack of structural, substantive information about direct activities in the primary care processes can been observed, given that the majority of effect and evaluation studies investigate primarily the outcomes of services (Sinclair, 2010) . For this reason, the primary care process has also been referred to before as a 'black box' (Staff & Fein, 1994) , and a need for more detailed scientific insight into it, has been articulated, especially for home-based interventions like family preservation services (Craig-van Grack, 1997) .
Intensive family support is such a less specific form of social services,
given that interventions falling into this category are geared towards a relatively wide target group with a variety of problems (Morris, 2011 Decision-making on intake of potential clients is allocated to one specific care worker in each province, referred to as intake-manager. Criteria handled by intake-managers for programme admission were: 1) the family must have a permanent address; 2) at least one child under 18 years must be living at the family's home at admission; 3) the client administered to the programme must signal the need for support on at least four of the ten areas of life (see chapter 1, Table 1 , p. 8); 4) there must be no direct threat to the safety of the family coach; 5) if severe mental health problems are present a mental health care professional must be allocated to meet mental health care needs.
The specific care goals as well as care intensity in terms of face-to-face contact hours per week were negotiated individually per client on the basis of a standardized needs assessment protocol every 6-12 months between intakemanager and funding agency, in agreement with the client. The median duration of the intervention was found to be 15 months (SD = 10.4; range 3-47 months) for clients for whom care ended (n = 67) within the research period of our outcome study (cf. chapter 5).
Instrument
The goal of this study was to develop and apply an empirically and theoretically sound list of care activities for the intervention TF. Before further research into the validity and reliability of the KIPP can be performed, we must ensure that the list of care activities should correspond to services in practice, and it should be possible to link the care activities to theoretical concepts that play a role in intensive family support, specifically in TF. In order to satisfy these demands, a literature study and a staff survey were conducted.
Reliability and validity of the KIPP
The KIPP is an experimental self-report instrument. Main focus of the early stage of development reported in this study was on enhancing the face and content validity of the instrument. This meant we had to ensure that the items used in the instrument included all basic principles of the program theory and that family coaches felt capable of communicating all core elements of their daily practice via the instrument.
We therefore studied TF's program description (Leger des Heils Noord, From this existing lists of care activities, 227 potentially useful care activities were compiled, from which the care activities that were likely to be suited best for TF were selected. In an initial selection round, care activities were eliminated if one of the following criteria was applicable (Damen, 2007):
• The activity does not fit within the range of services offered by TF (e.g., 'medical assistance');
• the procedure is too general (e.g., 'listening');
• the procedure is too specific (e.g., 'asking the miracle question');
• the activity is a basic activity (e.g., 'being kind and tolerant');
• the activity is a means (e.g., 'address, compel to consider' is a part of the activity 'provide feedback').
After the first selection round, 129 care activities remained, several of which were duplicates or largely comparable activities. A second selection round was held using two additional criteria for exclusion:
• The activity is identical to another more well-defined and operationalized activity on the list, or
• the procedure is part of one of the other selected activities.
After the two initial selection rounds 46 care activities remained that were judged as suitable candidates for describing the primary care processes in TF.
Additionally four care activities were added or substantially reformulated in order to provide a better fit between the activities on the KIPP and the services offered through TF, namely the care activities:
• Paying attention to mental and/or addiction problems,
• stimulating or providing education,
• activating housekeeping skills, and
• assistance with record-keeping and financial management.
Categorization
Subsequently the 50 selected care activities were divided thematically into five categories. The rationale behind the division into categories was three Establishing and maintaining a working relationship: This category involves care activities that contribute to a positive working relationship between the family coach and the family. The development of a good relationship and trust between family and coach enhances the effectiveness of the services, given that it is a generally effective element of services (Mason, 2012) . Of all 55 care activities 13% (n = 7) were grouped in this category.
Collecting information: The collection of information involves care activities with the primary objective of gathering information about the family, the problems they experience, and which goals they would like to achieve.
Because family coaches work needs-led (Metselaar, et al. 2007) , it is important to involve the family directly in formulating care goals (van Yperen et al. 2006) . This is to ensure the preserved fit between the problem, and need for care, and Easing the burden of tasks: Given that the target group for TF is characterized by a chronic and complex set of problems, it is often difficult for the families to address the large number of problems that they are experiencing. As part of the services, therefore, the family coach can play a practical role, partially taking over tasks or care activities until the family is once again able to manage them on their own (Dallos & Hamilton-Brown, 2000) . Of all 55 care activities 11% (n = 6) were grouped in this category.
Additional information
In addition to coding care activities, we judged the following information as relevant to further specify each reported care activity: the type of contact (face-to-face, phone or email), which clients were involved in the care activity (one or more children, one or both parents, one or both parents and one or more children, one family member and at least one external professional), and the date and duration of the care activity. Per contact a maximum of six unique care activities could be coded via KIPP.
Finally a manual was compiled that provided codes for the care activities that could be filled into the report form by the family coaches (cf.
appendix A), and care activities were briefly specified for clearer understanding (cf. example given in appendix B). 
Sample
Over the course of 10 weeks a total of 2,562 care activities were reported for 665 contacts with 188 clients from 50 family coaches, who had filled in a KIPPlist. We excluded contacts for which more than six activities were scored via the Excel version of the KIPP-list used in the third wave of data collection (T3), because this deviated from instructions and would skew comparisons through the difference in data range compared to the paper version used in the other two waves of data collection (T1 & T2). The number of contacts that were excluded for this reason was relatively small (n = 16).
The groups of clients and coaches between the waves of data collection
were not unique, because coaches and clients could participate in more than one sample wave depending on care duration and staffing. The characteristics of the samples for each wave are presented in Table 2 . Care activities 855 613 1,094 2,562 Note. T1 and T3 were implemented in three teams of approximately 50 family coaches. Data collection at the second wave (T2) was limited to one of the three provinces with 12 coaches working in the province at that time.
Analysis
Descriptive statistics were used to explore characteristics of contacts and care activities in terms of proportions, means, range and standard deviations. In our results we distinguish: type of contact, persons involved in the care activity, care phases, categories of care activities, and most frequently used individual care activities.
Results

Type of Contact
Clients in our sample had on average close to once per week face-to-face contact with their family coaches (see Table 3 , p. 61). The duration of home visits was in all data collection waves found to be longer than two-hours. The shortest visit lasted 10 minutes, and the longest lasted 480 minutes. Telephone contacts were reported in the first (T1) and third wave (T3), with a total of 12 and 50 telephone contacts that lasted on average 47 minutes (SD = 42.7; 2-120) and 36 minutes (SD = 28.3; 5-135) respectively. 
Client Involvement
For 423 face-to-face contacts the person or people with whom the activity was performed was recorded for T1 and T3 (see Table 4 , p. 63). In the majority of cases (65%, n = 1,048) this was with one of the parents alone, with a similar ratio found for telephone contacts (n = 62). Of the 139 care activities scored in T1 and T3 as telephone contacts, 63% (n = 87) were conducted with one or both parents alone, and 29% (n = 41) with and external professional alone.
Care Phases
Information about the phase of care was added to the KIPP from the second wave onward (T2-T3). The data indicated that most of the families (80%, n = 24) were in the core phase of care. In the third wave (T3) the majority of contacts (83%, n = 269) also fell within this main phase of care, with 11% (n = 35) of the contacts in the start phase and 3% (n = 11) in the end phase of care.
Theoretical Categories
The division of the care activities into categories allows for more general statements regarding the content of the intervention. Care activities belonging to the first three categories, 'collecting information', 'working towards change (including change in behaviour)' and 'establishing and maintaining a working relationship', are the ones most frequently used. 'Easing the burden of tasks', which accounts for 13% of the total care activities performed, plays a smaller but still recognizable role. The least utilized category is 'finding solutions and support in the environment'.
Nevertheless, 10% of the care activities that were performed belonged to this category. 
Individual Activities
The most detailed insight into the primary service process is obtained by analysing the care activities performed at the level of the individual activity. It can be assumed that if certain care activities are carried out frequently, they are likely to play a more central role in the primary care process. Table 6 (p. 66) provides an overview of the most frequently performed care activities. These 11 care activities were selected here because they amount to more than half of the total number of care activities recorded in each wave and add up to more than 50% of all care activities reported in the three periods of data collection.
In addition to the frequently performed care activities listed in Table 6 (p. 66), several care activities were seldom performed. With the exception of the activities 'network analysis' (n = 4), 'competence analysis' (n = 3), 'debriefing questionnaires' (n = 3), and 'aftercare' (n = 3), all of the care activities were performed overall more than five times. Thereby all of the codes proved potential usability for a list of care activities in TF.
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Tabl e 6
The 11 most frequently performed care activities in TF Cut off point for inclusion of care activities in the tabl e was reaching a frequency of;, 50% of all care activities performed in total (N = 2,562). ' n = 855. b n = 613. ' n = 1,094. d n = 2,562.
Discussion and Conclusions
According to self-reports by family coaches, the majority of care activities were performed in cooperation with one or both parents alone (more than 60% in both waves that recorded client involvement). Although it was expected that the parents would play a central role in the services, the share of care activities reported as performed in direct contact with children (5%) or other external agencies (4%) seems comparatively small. It does, however, not solely depend upon choices made by the family coach in deciding with whom care activities are performed. It is also determined by characteristics of the client system (e.g., children in baby age), objectives of the referral agency (e.g., focal point on change of parent behaviour) and the preferences of individual family members (e.g., care avoiding children). Nevertheless, the systems orientation of the services seems to be jeopardized by the large share of care activities that are carried out in cooperation with one or both parents alone (Knot-Dickscheit, Tausendfreund, & Knorth, 2011).
The study also provided information about the categories to which the care activities belong. It can be concluded that care activities from each of the categories were used. Furthermore, family coaches were largely concerned with 'collecting information' and 'working towards change (including behavioural change)'. Less activities were reported for the category 'establishing and maintaining working relationships'. That only a small share of clients care was found to be in the starting phase of care during the research period, which itself is not surprising given the relatively long programme duration (cf. chapter 5), puts both findings into perspective. That the majority of data stemmed from the main phase can explain, on one hand, a lower direct emphasis on relational aspects, because of the greater role it potentially plays in the initial care phase. The prominent share of the category 'collecting information' in overall care activities, on the other hand, is striking. It illustrates to which extent continual needs and goal assessment is part of a monthly routine in a family-oriented, home-based intervention for families with multiple problems.
Care activities aiming at 'easing the burden of tasks' and 'finding solutions and support in the environment' played only a limited role in the overall share of reported care activities. Individual care activities, however, as for example 'coordination with external professionals' or 'support in contacting authorities' were still found among the most frequently performed care activities, which, in conclusion, suggests a lower extent of the category, yet also points out a relevant contribution of individual activities from these categories to the overall package of service provision. That activities were reported as seldom performed, such as 'network analysis' (n = 4), 'competence analysis' (n = 3), 'debriefing questionnaires' (n = 3), and 'aftercare' (n = 3), might hint at their relevance, but also point out limits of our study design. Care activities that have a frequency of occurrence of lower than once per month, have naturally a smaller chance of being reported in our samples, as for example an annual debriefing of questionnaires. Low shares, however, might also indicate that family coaches judged these activities as less relevant for their service provision. In case of network analysis, earlier findings of this study (as the strong emphasis on direct contact with the parents) further underline the need for re-assessing the relevancy of a systems orientation in practice.
Strengths and Limitations
Overall, this study knows several strengths. First of all, not many studies were found that report in detail about the primary care processes in home-based interventions for families with multiple problems (Evenboer, Huyghen, Tuinstra, Reijneveld, & Knorth, 2012) . In that way, our approach of measuring intervention activities in a family-support programme might be called rather unique.
The interpretation of data gathered with the instrument provided meaningful information already on a descriptive level of data analysis and thereby proofed its general feasibility in increasing insight into the 'black box' of service provision. Ultimately, this opens up new opportunities for evaluation research by systematically adding information about the 'throughput' into input-output oriented study designs.
Furthermore, the data gathered with the instrument can be useful already in earlier stages and on several levels of quality assurance and service optimization. It offers family coaches guidance by routinely adding a moment of systematic reflection on the care activities they performed, it can potentially aid communication in intervision or supervision if (interim) case-based data analysis was made available, and can provide information that is potentially valuable for decision-making on a team level.
This study also knows several limitations. The first methodological constraint is caused by the studies scope. Although a good amount of data could be gathered, the study was limited in terms of time, participating family coaches, and their clients. Nevertheless, the work of 50 family coaches was monitored, referring to more than 650 client contacts and including over 2,500 care activities.
A second type of limitation is related to reliability, validity, and acceptability of the instrument. Family coaches spent a significant amount of their time with routine administration. Asking for additional reports on routine task performance adds to this. We designed the instrument with this in mind, yet it is of it is of primary importance to further ensure acceptability by giving coaches incentives which they perceive as valuable in their own workflow.
Possibilities of streamlining the instrument with existing routine administration should be explored as well as the provision of easy to access case summaries for family coaches. Up until now the KIPP was used in TF in addition to routine administration. In the future, the KIPP could be merged into day-today record keeping, providing data for routine outcome measurement and program integrity monitoring. Furthermore, the use of the KIPP can stimulate program integrity maintenance itself by providing the family coaches a concise list of the toolkit they have at their disposal for reaching care goals. The KIPP list can therefore not only serve as an instrument through which care activities are registered retrospectively, but also as a guide for day-to-day program provision, and a refined description of the program in the process of admission to the Dutch databank for effective interventions (Netherlands Youth Institute, 2014c).
Furthermore, it would have been desirable to train the family coaches still more extensively in working with the list of care activities, to further enhance reliability. Despite the fact that the manual accompanying the list of care activities attempts to operationalize the care activities as objectively as possible through nomenclature, description, explanation and possible methods, some degree of subjectivity and interpretation in scoring might be inevitable.
However, the lack of information on the psychometric qualities we report is shared with other studies that utilized self-reports instruments to record care activities (see 2.2.1). Two considerations are important in this regard from our point of view. First, the yet unsolved question about the psychometric qualities of these self-report instruments should be weighed against alternative research methods that provide insight into the primary care process, such as observational methods. Main advantage of the self-report instruments is that they can be implemented on a broad scale and be conducted repeatedly, providing a more general overview of the care activities carried out in total. Studies on the family preservation program Families First demonstrated that the information gathered from self-report instruments can be used for meaningful interpretations of outcomes measured with standardized instruments, if the methodological restrains are carefully considered (Veerman, de Kemp, ten Brink, Slot, & Scholte, 2003) . Further research on psychometric properties of the instrument is warranted. Especially, the inter-rater consistency through for example complementary observation should be tested in the future.
Conclusion
Data gathered with the instrument provided meaningful information. KIPP thereby proofed its general feasibility in increasing insight into service provision. The instrument can be useful in several stages and on several levels of quality assurance and service optimization, including reflective practice, supervision, and team management. More research is recommended.
B:
Collecting information B I
Discussing the needs of the family B2
Discussing the family's perception of possible solutions B3
Discussing strengths in and around the family B4
Setting goals with the family B5 Evaluating/adjusting goals and goal attainment process B6
Setting points to be addressed with the family B7 Evaluating/adjusting working points to be addressed
B8
Gathering information through observation (including participation) 
B9
Lnformation tbrougl1 conversations
